The interest in congenital malformations increases when the infant mortality rate declines. When the preventable cases decline and form only a small part of the total infant mortality, attention is directed towards the remaining hard-core of infant mortality. At this stage, congenital malformations (CM), which are still to a certain degree a terra incognita, gain in importance and are rated at high priority. Infant mortality in Israel declined from 51 7 per 1,000 live births in 1949 to 23-7 in 1964 . During these 16 years, the mortality in the second half of infancy (infants aged 6-11 months) diminished to about one-fifth of the 1949 figure; the mortality at the ages 1-5 months declined to less than one-third; even the late neonatal mortality (1-3 weeks) decreased to less than half; but in the first week of life the decrease amounted to only 16 4 per cent. This is the period in which intra-uterine developments influence the mortality rather more than environmental circumstances. Most causes of death showed a more or less regular tendency to decline. But the share of CM in the total infant mortality increased from 9 -8 per cent 195 hospitalization days per 10,000 total days. The average stay of these cases was almost a fortnight, and the annual total of hospitalization days approaches the 50,000 mark, not including certain categories of CM.
THE PILOT STUDY Congenital malformations are to a great extent a challenge to paediatrics, and all advanced countries try to discover these cases and follow them up carefully in the hope that a clue to the solution of cause and aetiology may be found. Screening of CM is complicated. Some malformation are unnoticeable at birth and become evident only at a later stage. The way of examination of the newborn and the definition accepted by the examining physician influences the number of registered malformations. Their incidence differs therefore widely in different investigations, depending on the age of examinees, the method of examination, the definition of CM, etc. In the following lines the results are presented of a pilot study of notifications of CM, undertaken in Israel during the two years, 1959 and 1960.
DESCRIPTION OF STUDY
The purpose of the pilot study was Two summaries of the material were prepared: in one each malformation was counted separately, while in the other only one-the "main"-malformation was counted for each child, so that the number of malformations corresponded to the number of malformed children. These totals are given in Table I.  Table I shows the complete number of CM reported for Jews during the perinatal period (still births and first week after birth). Among non-Jews it is difficult to assess the accuracy of our figures. For this reason, calculation of rates was feasible only for Jews and only these cases are included in the following discussion, unless otherwise indicated. Because numbers were not great and variation from year to year may cause considerable differences, we dealt with figures for the two years (1959 and 1960) together.
RATES OF MALFORMATION
In calculating crude rates of malformation, we took as numerator the number of malformed infants (Table II) . All differences are significant: between sexes in live births P<001 and in still births P<0-02, and between live and still births P<0 01.
As could be expected the rate is considerably higher among still births than among live births. The specific rate by sex is reversed in the two cases: the male rate is higher in live births, whereas the female rate is higher in still births. The average rate of malformation for total births was 1 *32 per cent. When multiple births are taken separately, the rate is increased to only 1 43 per cent. (26 malformed infants out of a total of 1,822 born in multiple births).
Age of mother is a factor in the frequency of CM and Table III H. S. HALEVI oldest group of 45 years and over. For these two groups combined, the rate of malformation was 3 * 51 per cent. Table III shows a steady and persistent rise in the rate of malformed infants with rising age of the mother, three "clusters" of ages being clearly discernible. Up to the age of 29 the malformed infants formed about I * 15 per cent. of the total; for mothers aged between 30 and 39 the percentage rose to 1I5 approximately; for mothers over the age of 40 malformed infants constituted 2 to 3 per cent.
In spite of the fact that age of mother is correlated with parity, the increasing trend of malformations by order of birth is not so clear. Whereas there were births of unknown parity, we calculated the rates of malformations in two ways:
(a) Excluding the births of unknown parity, (b) Dividing them among the groups in proportion to their size. These rates are presented in Table IV . Mon- strosity. The biggest single category was that of infants with a malformation of the extremities, followed by malformations of the external genital organs, malformations of the heart, other malformations of bone and joint, mongolism, monstrosity, and malformations of the skin. Most of the malformations of the heart were not diagnosed specifically and were therefore included under "Other and Unspecified".
MALFORMATIONS
The total number of malformations reported in the survey was 1,488, of which 110 affected nonJewish infants. This leaves 1,378 malformations in 1,195 Jewish infants. The average number of enumerated malformations per malformed infant was I 15 for Jews, 1-25 for non-Jews, and 1I16 for all notified births. 1,130 malformations were notified singly, and 358 appeared in multiple malformations. The total number of infants with multiple malformations was 152, giving an average of2 36 malformations per infant with multiple malformations.
The ten main groups of malformations quantitatively are enumerated in Table V (opposite).
FINDINGS
We shall analyse some characteristics of mother and infant for selected malformations, the number of which was sufficiently great for a separate analysis.
Age of Mother.-Table VI (opposite) gives rates of malformations per 1,000 births by age of mother.
The significance test is based on the supposition that there is no relation between the age of the mother and the frequency of the specific malformation. Where a significance was found at the 5 per cent. level it was marked +, and at the 1 per cent. level by + +.
Only in two malformations was a significant relation with age found: in mongolism it is highly significant and in "other malformations of bone and joint" it is significant at the 5 per cent. level. In more malformations a trend is evident, although it is not significant. Heart malformations show an increase with the age of the mother which becomes regular in 10-year age groups: 0 56 per 1,000 births in mothers under 20 years of age; I * 33 at ages 20-29; 1 80 at ages 30-39; and 2 39 at ages 40 and over. A similar trend is present in monstrosity and congenital hydrocephalus. The connexion between the incidence of anencephaly and the age of the mother which is evident from the Table is stressed in 10-year age groups: 0 37 per 1,000 births in mothers under 20 years of age; 0 58 at ages 20-29; 0'63 at ages 30-39; and 1-25 at ages 40 and over. These differences are not significant either. Parity.-Three categories of malformation showed connexion between parity and frequency ofmalformaa significant connexion with parity; the two mention-tions. But analysing each parity separately requires ed in age of mother and also malformations of the accumulation of a large volume of material.
extremities. More malformations showed a clear although not significant trend. In malformations of heart and of external genital organs, the incidence Sex and Viability.- Table VIII (overleaf) combines declines with increasing parity, whereas in mon-two variables in their connexion with frequency of strosity, cleft palate and harelip, and other malfor-malformations: the sex of the infant and its viability, mations of skin it increases. It seems that a rough whether born alive or stillborn. The significance of division between primaparae and multiparae and the difference between the sexes was tested separately even the three-groups division used in Table VII for liveborn and stillborn infants. The trend was not (overleaf) may not be sufficient for studying the always parallel. Significant differences between the sexes were found in malformations of extremities for still births; in external genital organs the sex difference is highly significant for live births and total births; in monstrosity the significance applies to live births and the total; and for total malformations the difference in live births and in total is highly significant. In the total of CMs the rate for still births is 6 * 5 times higher than for live births. This difference is only five times for males, whereas it is more than nine A special characteristic of anencephaly mentioned in several studies (Lancet, 1960; Brit. med. J., 1962) is its winter excess. This is confirmed also in our series, although the seasonal distribution is not significant. The incidence rates for specific malformations were also similar in most cases, and only in three malformations significantly different ( Table X) .
The frequency of "other malformations of bone and joint" is significantly higher among the nonAshkenazim, whereas malformations of heart and "other malformations of skin" are significantly more frequent among the Ashkenazim. Among the other CM, although the difference is not significant, it is noticeable that malformations of the central nervous system are more frequent in the non-Ashkenazim. Mongolism is more frequent among the Ashkenazim. The difference in incidence of anencephaly is highly significant (P <001). The direction of the difference is opposite to the findings in New York Up-State , where the incidence among whites was considerably higher than among non-whites.
Multiple Births.-It has already been mentioned that in crude rates there was no significant difference malformations are considered. In most malformations the numbers are too small to be meaningful in regard to multiple births which constitute but 1 per cent. of the total. In those malformations which were found in a "sufficient" number of cases, the high frequency of multiple births is evident. Among 92 cases of mongolism there were three twins; among 172 cases of malformation of extremities there were eight twins, which constitute 5 per cent. of twins in this group of malformed infants as against 1 per cent. in the total infant population; malformation of heart was found in three twins out of a total of 134 cases; there were two twins out of 69 cases with cleft palate and harelip, and two twins among 132 CMs of the external genital organs. Figures are too small to calculate rates and test their significance, but an impression is obtained that CMs are more frequent among infants from multiple births.
Urbanization.-A British study based on data for the years 1944 -57 (Pleydell, 1960 found that anencephaly was more frequent in the urban than rural population, in a ratio of 2:1. Density of population is considered to be the real factor, "on the basis of an infectious causation". Our series does not confirm this hypothesis. The ratio of Jewish births in the rural and urban populations is 1:4 approximately, whereas the ratio for cases of anencephaly was only 1:1-75.
DISCUSSION
The literature dealing with different aspects of the problem of congenital malformations is extremely rich, and there is no intention to summarize it or to make extensive comparisons with our series. Some comparisons may help in the evaluation and assessment of our findings and in deciding on future research in this field.
COMPLETENESS OF MATERIAL
Detection of all congenital malformations and the completeness of material are dependent not only on the efforts of the study group. A study group which investigated prenatal handicaps in a group of children (Bierman, Siegel, French, and Connor, 1963) stated that "No matter how careful the appraisal, many congenital defects are not recognizable at birth". Out of 141 children with physical defects only ten were with defects "generally recognizable in the newborn". Not one of the nine children with suspected mental retardation could be diagnosed in early infancy. Similar results were obtained in other studies in the U.S.A. and in the United Kingdom (Lock, Gatling, and Wells, 1961; McDonald, 1961; McKeown and Record, 1960; Brit. med. J., 1960) .
Our data include CMs noted only during the postnatal hospitalization, which lasts on the average 4-5 days. They are not to be considered as a complete record of the incidence of CM. The rate of 13 2 per 1,000 total births found in our study is lower than in Birmingham (McKeown and Record, 1960) and slightly higher than in Japan, in both cases "soon after birth". This rate is also in near accord with other sources; Prof. M. Lamy reported at a conference (Brit. med. J., 1960) that the "overall incidence of major malformations visible at birth or recognizable by anatomical examination of stillborn infants or infants who die during the neonatal period was close to 1 5 per cent". Our rate is possibly a little lower because anatomical examinations are not always performed on stillborn infants and on those who die in the first few days. Generally, however, some studies have shown lower rates (Poole, 1960 , Erhardt and Nelson, 1964 , Gentry, Parkhurst, and Bulin, 1959 ) and others higher rates (Worcester, 1953; Windorfer, 1961) .
SINGLE AND MULTIPLE MALFORMATIONS
It has already been mentioned that malformations often appear in association with others. Of the 1,488 malformations included in the present study, only 1,130 appeared singly, leaving 24 per cent. which appeared in association with at least one other (Table XI, overleaf) .
With the exception of cleft lip and palate, the percentages of multiple malformations are smaller in Israel than in England, which may be attributed at least partially to deficient recording and to omission of the "less important" malformations from the patient's chart.
PARITY AND MALFORMATIONS
We have already seen that the general connexion between CM and parity is not very clear. There are doubts in this regard in the literature too. Hay (1961) stated that "one writer has suggested that the greatest risk of malformation in the foetus is in the third pregnancy in women over 30 years of age, while another has concluded that there is .... no consistent association between parity and malformation". The problem is worth further investigation to ascertain whether any association with parity (if 
ANENCEPHALY
On this malformation much research has been done, perhaps because it is easily and reliably identified. There may be truth in the statement (Med. Offr, 1960 ) that "it would seem to the sceptic that only with respect to anencephalus is there likely to be no danger of diagnostic confusion and therefore the differences from country to country in the incidence of this condition are the only ones which can be accepted at their face value".
In spite of this there are very considerable differences in the rates of anencephaly reported: 4 3 per 10,000 live births was reported for Finland and 28 * 8 for Scotland (Med. Offr, 1960) ; the high prevalence of anencephaly in Iceland (8 * 6 per 1,000 births) was stressed in comparison with 1fI 5 in England (Lancet, 1961) ; according to another study (Leck and Millar, 1963) (Milham and Gittelsohn, 1965) , whereas a study concerned with New York City in 1951 (Wallace, Baumgartner, and Rich, 1953) gave a much lower rate of 0X21 per 1,000 live births. Our rate of 0 61 is lower than most of the above mentioned.
MONGOLISM
The positive association between the age of the mother and the incidence of mongolism is well known, although the exact mechanism behind it is not clear (Erhardt and Nelson, 1964; Worcester, 1953; Milham and Gittelsohn, 1965; J. Amer. med. Ass., 1959; Anderson, Baird, and Thomson, 1958; Beolchini, 1959) . This trend is clearly evident and highly significant in our series also (Table VI), the average incidence being l 01 per 1,000 births. This is less than that reported from Germany (Oster, 1959) and Great Britain (Pleydell, 1960 ).
An American gynaecologist (Klebanow, 1948) 
